Pregnancy
Introduction
Currently, hydatid cyst is one of the most neglected parasitic diseases. The most common form of echinococcal infection in humans is caused by Echinococcus granulosus [1] . Parasites are found in dogs (definitive hosts) and in sheep (intermediate hosts). The adult worm is located at the intestine of dogs; eggs or oncospheres are passed in the dog's stool [2] . Humans get infected by ingesting eggs, as people are intermediate hosts in the life cycle of worms [3] . This occurs when people con- * Corresponding author. E-mail address: Md_aliftekin@yahoo.com (A.F. Tekin).
sume food or drinks contaminated with eggs or come into contact with fecal material containing eggs [4] . Hydatid disease in pregnancy has an incidence of 1/20,000. Although both medical and surgical modalities have been tested, there is no standard treatment that can be recommended. Although it is well known that the hydatid cyst may affect any region in the body, it is necessary to report cases that occur in rare organs because the presentation and the course of the clinical disease are different [5] . In this article, an incidental rare case of hydatic cyst and magnetic resonance imaging with a pelvic placement surrounding the uterus in a young pregnant patient is presented.
Case report
A 25-year-old, gravida 1, para 0 pregnant female with a history of liver cyst was admitted to the obstetric outpatient clinic for checkup. Patient who did not have any complaints was redirected to radiology clinic for second trimester ultrasound scan. Abdominal ultrasound revealed lesions of type-1 hydatid cyst, 84 × 67 mm in size at the right lobe fifth segment, and 67 × 64 mm in size at the seventh segment of the liver, with millimetric echogenic female cysts and well-defined thickwalls. In addition, a type-2 hydatid cyst with membrane dissociation, 55 × 52 mm in size, was observed at the caudate lobe.
An intrauterine fetus with fetal heart rate was observed with a biparietal diameter concordant with 21 weeks of gestation. Besides, there was a cystic lesion with fine septations surrounding the uterus. The patient was admitted to the obstetric care service with hydatid cyst hydatidosis in the vicinity of the uterus. Only microcytic anemia was detected in the complete blood count. Serologic test results were negative. On conventional abdominal and thoracic MRI, there were 3 cystic lesions up to 8 cm in diameter, which were hyperintense in the T2-weighted images; there were thin hypointense septas on the lesion in the dome of the liver ( Fig. 1 ) .
In T2-weighted images, a hyperintense thick-walled cystic lesion up to 5 cm in diameter at its thickest region was observed in the pelvic region around the uterus ( Fig. 2 ) . Two hyFıg. 3 -In the unenhanced coronal T2-weighted images, 1 hyperintense type-2 hydatid cyst with hypointense thin-walled membrane surrounding the pregnant uterus at the pelvic region.
perintense cystic lesions up to 4 cm in diameter were observed in T2-weighted images, at the left lobe of the thorax ( Fig. 3 ) . Albendazole was not considered for treatment, since it was listed in Food and Drug Administration's pregnancy category C. Surgical intervention was preferred, and the patient was informed about the clinical condition and her written consent was obtained. Under general anesthesia, supraumbilical midline abdominal incision was performed to reach the cystic lesions at the liver and around the uterus. Rock water appearance was observed in the aspiration material. The cysts were aspirated and washed with 20% hypertonic saline solution. The cyst around the uterus was attempted to be excised, but the posterior segment could not be reached. Omentum was pulled in to the cystic lesions at the liver and abdominal tube drainage was performed. By performing thoracotomy under general anesthesia, thoracic lesions were reached, the cysts were aspirated and washed with 20% hypertonic saline; the cavity was drained and the surgery site was sutured and closed. Patient did not have any postoperative problems during her pregnancy. The patient was discharged with normal delivery on the 39th week of gestation.
Discussion
There is limited data on the course of symptomatic hydatid disease in pregnancy. Reduced cell-mediated immunity associated with pregnancy causes hydatid disease to progress rapidly and become symptomatic [6] . Patients with pelvic hydatid cysts may suffer from obstetric complications such as dystocia, premature labor, abdominal pain, and uterine rupture [7] . It is important that obstetricians carefully determine the course of birth even, when there is the risk of anaphylactic shock due to cyst rupture during labor. Despite numerous publications on echinococcosis, there is limited knowledge about the disease in pregnant women. The prevalence of the disease in pregnancy ranges from 1 in 20,000 to 30,000. The disease is usually asymptomatic but reported to cause anaphylaxis during ruptured labor [8] . In order to evaluate the acute status of a pregnant patient, nonionizing modalities such as MRI and ultrasound (US) should be preferred [9] . US has the advantage of real time application, and thus is the primary method for evaluating hydatid cysts to make Gharbi classification based on daughter vesicle, separated membrane, thickened wall, and calcification [10] . MRI is also a nonionizing imaging modality. Water-based T2-weighted images are hyperintense in cystic lesions and are easy to distinguish.
It is difficult to evaluate thoracic cysts with US due to the air in the lungs. MRI is ideal for imaging thoracic cysts. It is also helpful for the classification of hydatid cysts. Gharbi type-1 cysts appear as thin-walled cystic lesions in T2-weighted images, which show the presence of a thin, hypointense, and floating membrane. In the hyperintense, Gharbi type-2 cyst; a thick hypointense wall is observed in the T2-weighted images. Cysts with membrane dissociation are Gharbi type-3 cysts. In T2-weighted image, Gharbi type-4 cysts appear as hypointense membrane with rough calcification and degenerative membrane. In Gharbi type-5 cysts, hyperintense cyst content decreases and the cyst is filled with degenerative hypohyperintense membranes as well as T2 hypointense rough calcifications [11] .
In our case, in T2-weighted images, a hyperintense cystic lesion with thin hypointense halos that completely surrounds the uterus was detected in the pelvic region of the pregnant patient. Treatment of hydatid disease during pregnancy is problematic due to the risk of hepatomegaly-induced rupture, premature birth, anaphylaxis, and intrauterine growth restriction. Albendazole is a medicine that exists in the category C of the medications approved for use in pregnancy. If the benefit to the patient is greater than the potential damage to the fetus, the physician can prescribe the medication. When fetal organogenesis is complete, albendazole can be safely managed [12] . In our case, since there is no consensus on the use of albendazole during pregnancy in the literature, it was not used due to its teratogenic effects. Surgical treatment is the main treatment modality in the management of the hydatid disease, and the operation is personalized according to the number and location of the cysts, the physiological condition of the patient, and the presence of complications such as cyst infection and rupture. Often the location of the hydatid cyst, such as the liver, kidney, and spleen, may not have any effect on the pregnancy [13] . If the cyst is located at the pelvic area, problems may arise during pregnancy and delivery. Examples of pregnant patients with pelvic hydatid cysts with surgical intervention involve those with symptoms that require urgent intervention [14] . For the multiple liver, lung, and pelvic region cysts in our patient, percutaneous treatment was considered, but surgical treatment was chosen since thoracic and pelvic cysts were difficult to interfere with and also had high risk of rupture.
As a result, hydatid disease should be considered among the etiologies of abdominal pain in pregnant patients in endemic regions. Asymptomatic hydatid disease, which complicates pregnancy, is caused by a management dilemma. Close monitoring of medical treatment and side effects with albendazole after the first trimester should be considered in patients who are not eligible for surgical treatment. Surgical excision of the cysts may be performed in the second trimester, or in postpartum or concurrently during cesarean delivery. In terms of treatment, each patient should be evaluated individually and the best method should be chosen for both fetus and mother.
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